CONGENITAL aortic stenosis is not a correctable lesion in the sense that a septal defect is. The valve cusps are often abnormal beyond the simple fact of fusion between adjacent cusps. The cusps may be thickened; frequently the free margin is pebbled with nodular thickenings, which in older children sometimes have the consistency of cartilage; calcium may be seen even in teenagers. Not infrequently, a tricuspid valve cannot be produced for fear that division of a commissure will produce a flail cusp. Occasionally the cusps present a flat surface to the surgeon rather than the normal cup-like concavity.
We have analyzed the findings in the last 15 operations for valvular aortic stenosis at the Montreal Children's Hospital. In only one of these children did there appear to be fusion between three normal cusps. In seven patients the valve was bicuspid or there was one vestigial cusp. Incision of one or two fused commissures was all that could be done in these patients, save for one boy in whom a third commissure was partially incised for no more than 5 mm. for fear of producing a flail valve.
In an additional seven patients the valve cusps were thickened and nodular. It is reasonable to believe that many such valves, despite an effective relief of stenosis in childhood, will require further operations later in life. Surgeons operating on adults with calcific aortic stenosis recognize that many of these deformed valves represent calcification superimposed on congenital aortic stenosis.1 That significant aortic stenosis may recur before adult life was illustrated by our experience with a young patient.
From the Department of Cardiovascular Surgery, The Montreal Children's Hospital and the Department of Surgery, McGill University, Montreal, Canada. 448 Case Report This young man was first admitted to the Montreal Children's Hospital in October 1958 when he was 7 years old. He had had frequent headaches and respiratory infections with bronchitis and bronchospasm, but no indication of congestive heart failure. The blood pressure was 80/70 mm. Hg. A systolic thrill was palpable at the sternal notch and a harsh midsystolic ejection murmur was heard in the aortic area, which was graded IV/VI. The electrocardiogram showed a pattern of severe left ventricular hypertrophy and strain. Radiographs showed moderate left ventricular enlargement.
He was operated upon after his respiratory infection had been controlled. The aortic valve was carefullly described and a drawing was made of it immediately after operation. The valve cusps were deep and well formed. They were thickened and of a leathery texture. There was fusion between the left and right coronary cusps and between the right coronary cusp and the noncoronary cusp. Both fused commissures were incised to within 2 mm. of the aortic wall. The subaortic region was then inspected to exclude subaortic stenosis. The operation was terminated without event and at its conclusion the pressure in the left ventricle was 112 mm. Hg systolic, while that in the radial artery was 100. His postoperative course was satisfactory. There was a widening of the pulse pressure to about 105/60. There were no clinical indications of aortic insufficiency. The stenotic murmur remained audible over the base of the heart although it was less intense than preoperatively.
Four years later the blood pressure was 100/ 70. The left ventricular hypertrophy and strain and cardiomegaly were again noted. He had had occasional headaches and there was some degree of exercise intolerance and easy fatigability. Attempted left heart catheterization at this time was unsuccessful.
He was readmitted in March 1963, when he was Ilh years old. He tired readily and was often exhausted on returning home from school. Frontal headaches had continued to be bot-hersome. The ejection systolic murmur, and the left ventricular hypertrophy and strain remained evident. Direct left ventricular puncture was performed and revealed a pressure of 180/40, while the aortic svstolic pressure was 110/80 mm. Hg. The Circtlation, Volume XXXI. March 1965 boy was thought to be in considerable jeopardy from the recurrent aortic stenosis, and re-operation was performed by the same surgeon. Again, the valve was carefully described and drawn. Again, the valve cusps were thickened with rolled margins. There was complete fusion between the left and right coronary cusps and almost complete fusion between the right and noncoronary cusps. The valve looked virtually the same as before the original valvotomy. Subvalvular stenosis again was not found. The fused commissures were incised out to the aortic wall, and the systolic pressures in the left ventricle and aorta at the conclusion of operation were 120 and 90 mm. Hg, respectively. His postoperative course was uncomplicated, and he was discharged with a blood pressure of 100/70 and a grade-II/VI ejection systolic murmur in the aortic area. There was no diastolic murmur.
He was last seen in April 1964, 1 year after his second operation. At that time he felt more energetic than he had in the past, and was inclined to participate in active games. The headaches were no longer a problem. The heart was quiet and not hyperactive. The murmur was graded IV/VI. A thrill was palpable in the supersternal notch and over the carotid arteries. The blood pressure was 100/75 mm. Hg.
Summary and Conclusion Aortic stenosis may recur within 5 years after surgical incision of fused commissures. Surgery for congenital aortic stenosis, although remarkably beneficial and gratifying is often only palliative in nature. Reference The Gold in Useless Knowledge Discussion of the value of basic research is as pertinent today as it was when Faraday, queried about the usefulness of his discovery of electric induction, countered with the question, "Of what use is a newborn baby?" . . . There must be a marked increase in support with no strings attached for our "idea" men and women-that is, support for the person with ideas and not support for a project. No large numbers of people are involved; there are perhaps no more than 2000 senior investigators in basic medical research in this country. Surely 10 or 20 per cent of these with ideas or of junior associates with ideas could be giveni the kind of support for research that is needed. Unrestricted support for our men and women with ideas would scarcely be noticeable in our economy and would bring incalculable benefits in health to millions who would otherwise suffer from disease.-WENDELL M. STANLEY, University of California, Berkeley.
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